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N 000} Initial Comments N 000
During complaint investigation numbers,
TNO00026809, TNO0D25518, TN00025519,
TN00025744, TNO0025564, TNO0025582, TNOOO2
6449, TN0OD026703, conducted on August 24,
l 2010 through October 7, 2010, at Generations of
. Spenger, no deficiencies were ciled in relation to
the complaint under chapter 1200-8-6, Standards
for Nursing Homes.
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